This case suggests that prolonged ileus after colonoscopy can be associated with subsequent "delayed" colon perforation.
Purpose: Concomitant presentation of Carcinoid, Gastrointestinal Stromal Tumor (GIST) and Ganglioneuroma (GN) has not yet been reported. Due to its novelty, screening, management, and prognosis of tri-concomitant malignancies involving carcinoid tumor is unknown. We describe a 51-yearold male with no signifi cant medical history who initially presented to the PCP for diff use intermittent abdominal pain. He was subsequently referred to Gastroenterology and underwent a screening colonoscopy which showed superfi cial lobular changes at the proximal colon. Immunostain analysis on biopsy specimen was positive for chromogranin and synaptophysin confi rming Carcinoid tumor. Imaging studies for staging revealed two hepatic lesions that were positive on Octreotide scan. He subsequently underwent exploratory laparotomy, right hemicolectomy, resection of the small bowel and jejunal tumors and liver wedge resection. Pathologic fi ndings on resected small bowel identifi ed a Gastrointestinal stromal tumor (GIST), while the right colon and distal ileum showed Carcinoid tumor with liver metastasis. Furthermore, a solitary Ganglioneuroma was identifi ed within the colon. To our knowledge, synchronous presentation of Carcinoid, GIST and Ganglioneuroma has not yet been reported, and a thorough literature search failed to yield any such cases. Pathogenesis of concomitant presentation within this patient remains unclear. One could speculate that the occurrence of these neoplasms may involve common oncogenic pathways that are yet to be discovered, or alternatively carcinoid tumor render other cell types susceptible for malignancies. Th e reported increased incidence of other malignancies in carcinoid patients begs the question whether a thorough screening protocol should be instituted at time of carcinoid diagnosis. Furthermore, does synchronous presentation aff ect prognosis that may perhaps infl uence management?
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Barotrauma in Collagenous Colitis
Maria Soriano-Co, MD, Mihaela Batke, MD, Tusar Desai, MD. William Beaumont Hospital, Royal Oak, MI. Purpose: A 65 year-old female presented with a three months history of watery, non-bloody diarrhea which started aft er treatment for Helicobacter Pylori gastritis with antibiotics and Lansoprazole. Stool studies were negative. On diagnostic colonoscopy the left colon appeared normal. Bluish submucosal streaks with mucosal tears were seen in the right colon, with a small amount of blood in the cecum (Figure 1) . Post-procedure the patient complained of severe abdominal pain and a plain X-ray revealed free air ( Figure 2 ). During surgery, extensive pneumatosis was noted in the right colonic wall and mesenteric root. Th e site of the perforation could not be identifi ed intraoperatively or on the resected specimen. A right hemicolectomy was performed. Histological examination revealed severe collagenous colitis. Patient is now doing well off Lansoprazole and on Mesalamine. Spontaneous and iatrogenic colonic perforations were previously reported in patients with collagenous colitis. Perforation is predominantly right-sided and correlates with severity of disease. If microscopic colitis is suspected, one should avoid excessive insuffl ation, consider use of CO2, or perform a limited left -sided examination. Submucosal blue streaks and linear ulcerations suggest barotrauma and may portend perforation. If these lesions are identifi ed one should consider aborting the procedure and decompress the colon maximally on withdrawal.
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Anterior Uveitis in a Patient with Microscopic Colitis: A Possible Association?
Raghavendra Charan Makam, MD, MPH, Murali Rangan, MD. Berkshire Medical Center, Pittsfi eld, MA. Purpose: Extraintestinal manifestations such as anterior uveitis etc occur in up to 20% of cases with inflammatory bowel diseases but its association with microscopic colitis (MC) is yet unclear. We present a case with recurrent acute anterior uveitis during exacerbations of chronic diarrhea, which was later diagnosed as lymphocytic colitis. Case Report: A 63-yearold lady with history of primary hyperparathyroidism and osteoporosis was referred to the gastroenterological office for evaluation of chronic diarrhea for the past 6 weeks. Her diarrhea was episodic, predominantly watery, non-bloody and sometimes associated with abdominal cramps. Her symptoms were resistant to conservative management. She denied any fever, weight loss or other constitutional symptoms. During these exacerbations, she was also noted to have increased light sensitivity, painful red eye and blurred vision in both eyes, which was diagnosed as acute anterior uveitis. To further establish the cause of her symptoms, a diagnostic endoscopy with multiple random biopsies was performed which showed changes consistent with microscopic colitis in the ascending and descending colon. Lifestyle modifications were initially tried but patient ultimately responded to a course of locally acting corticosteroids (budesonide), which incidentally resulted in the resolution of her co-existing anterior uveitis too. Discussion: Microscopic colitis is a term referring to collagenous colitis and lymphocytic colitis, both of which are generally histopathological diagnoses. Typically such patients present with watery, non-bloody chronic diarrhea that fails to respond to dietary changes and conservative management. MC is sometimes reported to be associated with autoimmune conditions such as ITP, pernicious anemia, autoimmune thyroiditis, uveitis, juvenile diabetes etc. Endoscopic generally demonstrates a
